postoperatively concerning: 1) who performed each of 11 steps (L/R excise infundibulopelvic ligament, excise utero-ovarian ligament, skeletonize uterine vessel, electrodessicate uterine vessels, dissect bladder, colpotomy or amputate uterus, close vaginal cuff or cervical stump), 2) vaginal cuff closure technique (VCCT) and suture device (SD) used, 3) trainees' self-assessed skill and attending assessment of trainees' skill using GEARS, and difficulty of surgery. For bladder dissection, colpotomy, and vaginal cuff closure, we asked what percentage (0%, 25%, 50%, 75%, or 100%) was performed by the trainee. We analyzed agreement between attending and trainee surgeons using Cohen's kappa for categorical variables and Krippendorff 's alpha (KA) for ordinal variables, as well as Spearman's correlation (rho). RESULTS: Kappa was greater than 0.6 for 8 surgical steps (kappa ¼ 0.71, 0.62, 0.82, 0.85, 0.71, 0.78, 0.86, 0.86) 
99 The difference in burnout between millennials and non-millennials among gynecologic surgeons OBJECTIVES: Burnout is a psychological syndrome that develops secondary to prolonged job-related stressors and is especially common in the medical field. Our study aims to determine the burnout rate among Minimally Invasive Gynecologic Surgeons (MIGS) as well as the personal and professional factors associated with this condition. We conducted a cross-sectional study via an anonymous electronic survey among active members of the American Association of Gynecologic Laparoscopists (AAGL).
MATERIALS AND METHODS:
Burnout related survey analysis of a sample of 216 active 2017 AAGL members. We compared Maslach Burnout Inventory-Human Services Survey (MBI) survey, validated Medical Outcomes Study Short Form-12 questions (SF-12) questionnaire, CAGE questionnaire, and Primary Care Evaluation of Mental Disorders Patient Health Questionnaire-2 (PRIME-MD PHQ-2) between participants.
RESULTS: Among responders, 111 participants (51%) did not have burnout, and 105 (49%) participants did have burnout. Risk factors included female gender (p¼0.001), work in the private setting (p¼0.024), practice general OB/GYN (P¼0.004), and have an incentive-based productivity salary (p¼0.048). Physicians affected by burnout had higher emotional burnout total scores (p<0.001), depersonalization total scores (p<0.001), and smaller personal accomplishment scores (p<0.001). They had a significant increase in depression screening on the PRIME-MD PHQ-2 (p¼0.032) and also had a lower mental component summary score on SF-12 scores (p¼0.034). When comparing millennials to non-millennials we found no difference in burnout scores (p¼0.989). On regression analysis comparing millennials to non-millennials, we saw a significant difference in SF-12 scores (P<0.001). CONCLUSION: Insufficient amount of literature describes burnout within the field of obstetrics and gynecology, and even fewer studies investigate this issue within OBGYN subspecialties. In this work, we uncover risk factors pertinent to the AAGL community and the effect of burnout on AAGL providers.
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100 Impact of a web-based decisional aid on satisfaction in women undergoing prolapse surgery
Obstetrics and Gynecology, Northwestern Medicine, Chicago, IL OBJECTIVES: We aim to measure the impact of a decisional aid on satisfaction and regret with decision-making in women undergoing surgery for pelvic organ prolapse (POP). MATERIALS AND METHODS: Women planning surgical management for POP in an academic urogynecology practice of 4 fellowshiptrained, board-certified FPMRS surgeons were recruited for this prospective cohort study. We helped design and then implemented a web based, condition-specific instrument to help women understand their surgical options and make selections consistent with their goals and values. It uses evidence-based explanatory text, illustrations, and self-assessment questions to develop individualized profiles. Women scheduling surgery in the 3 months before implementation received "standard" counseling and those who scheduled in the 3 months after had "supplemented" counseling. Medical, surgical, and demographic data were collected, and validated questionnaires were administered. The primary outcomes were Satisfaction with Decision Scale-Pelvic Floor Disorders (SDS-PFD) and Decision Regret Scale-Pelvic Floor Disorders (DRS-PFD) scores at14-week postoperatively. The maximum score on both scales is 5; higher scores indicate satisfaction on SDS-PFD and regret on DRS-PFD. Appropriate statistical methods were employed using SPSS. RESULTS: The 64 women who underwent prolapse surgery during the study period were included in the analysis; 17 had supplemented and 47 had standard counseling. The mean AE SD age of the entire cohort was 63 AE 12, and 86% were white. Forty-five (70.3%) had stage 3 prolapse pre-operatively, 15 (23.4%) had stage 2, and 3 (4.7%) had stage 4. Procedures performed included minimally invasive sacrocolpopexy (n¼38, 59.4%), native tissue vaginal repair (n¼13, 20.3%), and colpocleisis (n¼13, 20.3%) with or without concomitant hysterectomy (n¼43, 67.2%) and midurethral sling (n¼40, 67.2%). The groups did not differ in age or prolapse stage. The supplemented group was more likely to choose sacrocolpopexy (p¼0.03) and undergo hysterectomy (p¼0.31). Mean SDS-PFD scores did not differ between the standard (4.6AE0.8) and supplemented (4.7AE0.5) surgical counseling groups (p¼0.61), nor did mean DRS-PFD scores (1.5AE0.8 vs 1.3AE0.4, p¼0.35). On DRS-PFD items, "It was the right decision" and "The decision was a wise one," the supplemented group answered more favorably (1.06AE0.24 vs 1.47AE0.83, p¼.03; 1.18AE0.39 vs 1.52AE0.98, p¼0.05). In both groups, those who underwent sacrocolpopexy had higher SDS-PFD scores (sacrocolpopexy 4.8, native tissue repair 4.5, colpocleisis 4.2, p¼0.03) and lower DRS-PFDs scores (sacrocolpopexy 1.2, native tissue repair 1.6, colpocleisis 1.6, p¼0.05). CONCLUSION: Women planning surgery for prolapse are satisfied with decision making after standard or supplemented counseling. Incorporating shared decision-making tools into standard surgical counseling is feasible and results in less decisional regret.
Sarah A. Collins: Ethicon, Expert Witness, Fee; Margaret G. Mueller: Nothing to disclose; Julia Geynisman: Nothing to disclose; Christina Lewicky-Gaupp: Nothing to disclose; Kimberly Kenton: Ethicon, Expert witness, Fee. 
Understanding referral patterns in urogynecology

OBJECTIVES:
The primary objective of this study was to determine the proportion of referrals to our urogynecology office that occur by patient initiation versus screening by primary care physicians. We hypothesized that the majority of referrals for pelvic floor disorders occur because patients bring up the problem as opposed to being screened by their primary care physician.
MATERIALS AND METHODS:
This was an IRB reviewed quality improvement project of a cross-sectional analysis of referral patterns to an academic teaching Female Pelvic Medicine & Reconstructive Surgery program over a 2 month period. Patients presenting for a new patient appointment were given a new patient questionnaire consisting of 5 questions querying about referral patterns to receiving care for pelvic floor disorders, as well as whether they were screened for these disorders, & how long the disorder had been present. Questionnaires were collected at the end of the visit and a descriptive analysis of the answers provided by the patients were performed. RESULTS: Ninety-eight patients completed the survey in the 2 month time period. The majority of patients (78%, 76) presenting had a single pelvic floor diagnosis, while close to 1/4 of the patients presenting had multiple pelvic floor complaints (22%, 22) . Approximately, 22.4% of women were self-referrals. Of the self-referrals, 40.9% (9) found us on the internet, 36.3% (8) found us through a friend, & 9.0% (2) found us through another source or patient. 77.6% (74) of patients were referred by a physician with 31.6% (31) by a gynecologist and 27.5% (27) by a primary care physician. Of those who were referred by a gynecologist, 84% (26) had to bring up the problem to their physician versus 13% (4) who were screened by their physician. Of those who were referred by a primary care physician, 92.3% (24) brought up the problem to their physician versus 7.7% (2) who were screened by their physician. When a patient was screened by a physician, the clinical diagnosis upon evaluation at our clinic was one of the following: pelvic organ prolapse (87.5%, 7), chronic cystitis (37.5%, 3), urinary incontinence (98%, 8). This differed for those that were not screened whom were more often diagnosed with the following: lower urinary tract symptoms (1.5%, 1), fecal incontinence (6.0%, 4), interstitial cystitis (9.0%, 6), or pelvic pain (11.0%, 7). CONCLUSION: This study supported that hypothesis that the majority of referrals for pelvic floor disorders occur because patients bring up the problem as opposed to undergoing screening by their primary physicians. Gynecologists were more likely than primary care physicians to screen patients for pelvic floor disorders despite a large percentage of referrals coming from a primary care physician. Compared to those patients who were screened, those patients who brought up the problem were more likely to have lower urinary tract symptoms, fecal incontinence, interstitial cystitis, and pelvic pain.
DISCLOSURE OF RELEVANT FINANCIAL RELATIONSHIPS:
Isabel C. Prieto: Nothing to disclose; Eric Chang: Nothing to disclose; Elisha Jackson: Nothing to disclose; Renee Bassaly: Nothing to disclose; Allison M. Wyman: Nothing to disclose; Kristie A. Greene: Nothing to disclose. OBJECTIVES: To perform a comprehensive literature review of the incidence, location, etiology, and mortality of major vascular injuries in gynecologic laparoscopy for benign indications. MATERIALS AND METHODS: A systematic review of PubMed, EMBASE, Cochrane Library, and ClinicalTrials.gov was conducted. One thousand and ninety-seven studies were screened for inclusion with 147 full-text articles reviewed. Sixty-one studies published between 1978 and 2015 met inclusion criteria, representing 199,305 surgeries. Articles reporting the incidence of major vascular injuries (MVI) in gynecologic laparoscopy for benign indications were included. Exclusion criteria comprised surgery for gynecologic malignancy, surgery by urogynecologists, manuscripts not in English, and studies published only as abstracts. RESULTS: A total of 163 major vascular injuries were reported with an incidence of 0.082% (95% CI 0.081e0.083). The inferior epigastric vessels were the most commonly injured vessel (0.037%, 95% CI 0.036e0.038), comprising 44.8% of the injuries. Of all MVIs reported, 28.9% did not specify which vessel was lacerated. Of the remaining injuries, the following vessels were involved: iliac artery and vein (9.2%), aorta (4.3%), and IVC (1.8%) for incidences of 0.008% (95% CI 0.008e0.008), 0.004% (95% CI 0.003-0.003), and 0.002% (95% CI 0.001-0.002), respectively. The incidence of major vascular injuries excluding the inferior epigastric vessels was 0.013% (95% CI 0.012-0.014). Of the 125 vascular injuries for which etiology was denoted, the majority (n¼99) were the result of abdominal entry (89.2%, 95% CI 79.9-98.5), while the remainder (n¼26) were the result of surgical dissection (23.4%, . When excluding epigastric vessel injuries, 50% of the major vascular injuries occurred during entry, and 50% occurred during surgical dissection. Laparoscopic hysterectomies had a higher incidence of MVIs (0.13%) compared to minor laparoscopic procedures (0.007%). Only two of the 163 MVIs resulted in death for an overall mortality rate from vascular injuries of 0.001%.
